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This article describes the ways in which Families Firsta coordinated strategy of the NSW Government that has increased the effectiveness of early intervention and prevention services in helping families to raise healthy and well adjusted children-can contribute to reducing health inequalities.
CHILD HEALTH INEQUALITY TODAY
Inequality of health outcomes continues to be a major (and potentially reversible) feature of the health of Australia's children. The health of children is particularly sensitive to their socioeconomic environment. This environment can diminish the potential of 'reactive' or 'clinical' services to reduce health inequalities in children.
In spite of this, there has been progress in reducing some health inequalities over the past century. In 1970, the gap in infant mortality between Aboriginal and non-Aboriginal children was approximately four-fold. In
CAN THE FAMILIES FIRST INITIATIVE CONTRIBUTE TO REDUCING HEALTH INEQUALITIES?
1998 this gap had reduced to approximately three-fold, but there has been little change over the last decade. Almost every health indicator related to children and youth continues to reveal a significant gap between the Aboriginal and non-Aboriginal populations. 1 However, in Australia, there is a dearth of health outcomes data for children and youth by other indicators of disadvantage such as family income, occupation of parent(s), and income distribution.
There are abundant data indicating the relationship between socioeconomic inequality and poor health outcomes; and of growing income inequality in Australia. 2 For example, the share of equivalent gross household income received by the bottom 10 per cent of Australians decreased from 7.44 per cent in 1986 to 7.35 per cent in 1996; and that received by the top 10 per cent increased from 13.7 per cent in 1986 to 14.96 per cent in 1996; also, there has been an increase in child poverty in Australia. 3, 4 Similar trends towards growing inequality have been even more clearly established between the developed and developing worlds. In the face of this, at best, unchanging income inequality-or, more probably, growing income inequality-how likely is it that the strategies underpinning Families First can reduce health and social inequalities?
It is also worth recalling that serious health inequalities can persist (and even widen) in spite of the implementation of 'effective' interventions as these may produce improvements in the average rates of problems or diseases, but result in a widening of the gap between the upper and lower social strata. 5, 6, 7 WHAT IS FAMILIES FIRST?
Families First is a coordinated strategy of the NSW Government to increase the effectiveness of early intervention and prevention services in helping families to raise healthy, well adjusted children. The NSW Government has committed $54.2 million to implement the strategy in all areas of NSW over a four-year period. 8 The implementation of Families First is the combined responsibility of a number of NSW government agencies (the area health services; the Department of Community Services; the Department of Ageing, Disability and Home Care; the Department of Education and Training; the Department of Housing; and the Department of Health) and non-government agencies funded by the NSW Government.
The main objectives of the Families First strategy are to:
• help children grow to their full potential; support parents in enhancing parenting skills and to have a sense of control over their lives; support those who are expecting or caring for babies, infants, and young children up to eight years of age; and assist families who require extra support;
• help communities build and sustain networks to support families through strengthening the connections between communities and families. These objectives will be met through a combination of universal and targeted services:
• a universal home visiting program that also concentrates services to vulnerable and disadvantaged families;
• extra support to families with specific health and social problems; for example: mental health, substance abuse, social isolation, financial stress, homelessness, etc;
• a coordinated network of services linking all sectors relevant to the health and social wellbeing of families with young children;
• community capacity building and community development programs targeting disadvantaged communities, using the Schools as Community Centres and other models.
These strategies are supported by research indicating that early intervention services and community capacity building programs can produce a sustained improvement in children's health, education, and welfare. 9, 10, 11, 12 There is also evidence that early intervention services have the greatest impact when they are capable of addressing a broad range of issues and are provided as part of a coordinated network. These findings suggest significantly better prospects for the reduction of health inequalities through Families First than through conventional service-based initiatives. 9, 15 A number of randomised controlled trials of home visiting programs delivered to disadvantaged and vulnerable families predominantly in the USA, 16 but also in Australia, 17 have demonstrated positive health and social outcomes for children and mothers. These have included:
• reduced rates of smoking in pregnancy, hypertension of pregnancy, low birth-weight, preterm babies, child abuse, accidental injury, behavioural problems, high risk behaviours among adolescents, running away from home, delinquency, and mothers' dependency on welfare;
• increased rates of breastfeeding and immunisation, and better use of health services. The data are less clear regarding the impact of a universally offered home visiting program with a concentration of services on the vulnerable and disadvantaged.
Intuitively, one would expect even better outcomes because the whole socioeconomic gradient is addressed and thereby potentially influencing greater numbers of children and families. However, there is some evidence that indicates that one home visit may be of little or no benefit. 18 There are also data indicating that the proportion of children living in relative poverty in the USA is greater; 19 and, in general, outcomes for the disadvantaged in the USA are worse than in Australia. Therefore, the degree of benefit observed in home visiting studies in the USA may be attenuated in the less-extreme Australian context. Although the funding currently provided to implement Families First is significant, it may yet prove insufficient to provide the levels of home visiting required to make a difference. For example, the Central Sydney Area Health Service would require an additional recurrent allocation of $1.2 million per year to implement a universal home visiting program to the level indicated by effective programs, with resources focused on vulnerable and disadvantaged families.
Joint planning of services and preventative programs, which have been very successful in the Central Sydney Area Health Service as a means of addressing health inequities, has also not formally been evaluated. However, since health outcomes have multiple determinants, and approximately 70 per cent of which are not related to traditional health services, 20 the potential to further reduce health inequities is significant through joint planning with housing, education and community services, and other relevant agencies, including non-government agencies.
There is indirect evidence that community capacity building, and improving levels of social capital, have the potential to significantly improve not only child health outcomes but also adult health outcomes. There is a strong association between levels of social capital and total mortality rates; infant mortality rates; and deaths from cardiovascular disease, stroke, cancer, and homicide. 21, 22 Improving children's and young people's perception of connectedness with their family and schools has also been demonstrated to be associated with reduced risk taking behaviours and better mental health outcomes among adolescents. 23 
POTENTIAL CONTRIBUTION OF FAMILIES FIRST TO REDUCING HEALTH INEQUALITIES
There is a growing body of evidence about the relative contributions of healthcare services, and of social and economic determinants of health, to measures of health outcome (such as mortality rates). It indicates that the contributions may be different at different ages, with socioeconomic factors having a greater effect at younger ages. 24, 25 Considering the importance of programs that address social and economic determinants to population health outcomes in children, Families First has the potential to significantly affect brain development in the early years of childrens' lives. Home visiting has been shown to decrease smoking rates in pregnancy in disadvantaged women; decrease rates of low birth-weight and preterm babies; increase rates of breastfeeding and the duration of breastfeeding; and improve education outcomes. 9, 15 Provision of books, reading support programs, and transition to school programs for disadvantaged children, have been shown to improve readiness to start school. 26, 27 Community capacity building programs such as the Schools as Community Centres program have improved social capital and empowered families in disadvantaged communities. 28 Taken together, these kinds of strategieswhich form the basis of Families First-have the potential to start to break the cycle of poverty, vulnerability, and disadvantage for this cohort of children and their families; and to begin to reduce health inequalities.
There is also compelling evidence that cognitive function in adulthood is dependent on parents' socioeconomic circumstances (and parents' level of education). 29 This suggests that the health, developmental, and social benefits of the strategies underpinning Families First are likely to extend into adulthood-something confirmed in some studies. 9, 10 
POTENTIAL LIMITATIONS OF FAMILIES FIRST
There are a number of possible risks to the likelihood that Families First will achieve improvements in health outcomes and reductions in health inequalities.
'Shifting attention away from the population distribution of health, health inequalities, to the health of the poorest groups in society, health poverty, and to conditions that the poor tend to suffer from in isolation of the circumstances in which those conditions are suffered' has not been shown to have had any beneficial impact on existing health inequalities. 30 Nor is it clear how much the socioeconomic distribution of risk factors explains the observed health inequalities, making it risky to base efforts to reduce heath inequities on strategies that focus on risk factors. 30, 31, 32 If Families First focuses on strategies providing 'reactive' services to 'high-risk' families or individuals, rather than providing population-based preventative interventions, there can be little confidence from the evidence that the anticipated improvements in population-level child health outcomes will be achieved. 33, 34 It is unclear from the evidence that targeting of services, such as the selection of geographically disadvantaged areas for community capacity building programs, will reduce existing health inequalities. Research from Glasgow, Scotland, concluded that selective targeting of resources on an area basis would miss more deprived people than it would include. 35 Such an analysis has not been done in NSW, but it is probable the same would apply. Furthermore, other determinants of health can all negate the potential benefits of Families First. These include: a world recession, or war; government policies that continue to contribute to widening the economic and social gap (such as retrogressive taxation and support of the privatisation of education and health systems); job insecurity; inappropriate design of public housing, which contributes to further erosion of social capital; tolerance by government and the community of discrimination and marginalisation based on gender, race, religion, and class; support of inequity as inevitable; and sustainability of the environment.
CONCLUSION
Families First has the potential to reduce inequalities in health outcomes in children, and so to contribute to breaking the cycle of poverty for disadvantaged children, their families, and the adults they will become. However, this initiative cannot succeed on its own; it must be supported by other political, economic, and social developments.
